
 
 X-RAY REPORT REQUEST   

 
TO:  Drug Treatment Program Coordinator 

TB Control 
Department of Health Services 
County of San Diego 
(619) 692-5668 FAX:   (619) 692-5650  

 
FROM: TB Screening Coordinator 

YOUR PROGRAM 
STREET 
CITY, CA  ZIP 
(000) 000-0000 FAX:   (000) 000-0000 
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Birth 

 
X-ray 

Referral 
Date 

 
X-ray 
Date  
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 --NOTICE OF CONFIDENTIAL DOCUMENTS-- 
This document is intended only for the use of the party to whom it is addressed and may contain information that is privileged, confidential, and 
protected from disclosure under applicable law.   If you are not the addressee, or a person authorized to deliver the document to the addressee, 
you are hereby notified that any review, disclosure, dissemination, copying or other action based on the content of this communication is not 
authorized.  

IF YOU HAVE RECEIVED THIS DOCUMENT IN ERROR:   
Please immediately do ONE of the following: 

1.     Fax this document back to: (619) 692-5650 with a note regarding misdelivery. 
2.     Notify us by telephone at: (619) 692-5565. 

 


